remote setting. Operational circumstances -especially the prevailing tactical situation -must be considered when assessing the likely accessibility to definitive medical care for critically ill or injured military patients.
There is conflicting evidence to support pre-hospital critical care in the urban trauma setting [11, 14] . By contrast, in the remote and rural environment -the situation most closely analogous to current UK military operations -the evidence overwhelmingly supports pre-hospital critical care [4, 6, 8, 9, 10, 12, 13, 15, 16, 17] , One study specifically compared two trauma systems managing combat injuries in the Battle of Jalalabad during the Soviet occupation of Afghanistan. One limb of the study considered mortality where there was no systematic treatment of battle injury with another system that employed a qualified paramedic [15] . There were significantly improved outcomes from the latter system. In both systems evacuation times were prolonged, frequently 5-7 hours from point of wounding to the receiving medical facility.
The reviews conducted by Garner and Davis et al [4, 8] analysed retrospective and prospective cohort studies. They demonstrated that the best evidence to support pre-hospital critical care exists for the use of RSI and controlled ventilation in the pre-hospital management of severe traumatic brain injury (Glasgow Coma Scale score <9) and RSI, ventilation and intrapleural decompression procedures in severe blunt thoracic trauma. These reviews, and internally published data from Ops TELIC and HERRICK, have demonstrated unexpected survivors with these advanced pre-hospital interventions according to TRISS methodology [18] . The expeditionary warfare operations that the UK military are currently conducting in Afghanistan involve such distances between combat zones and medical facilities that the lessons learned from civil rural retrieval operations can be extrapolated to the military setting.
Sebesta identified that of all the deaths at the US 31st Combat Support Hospital, in Iraq between January 2003 and January 2004, 51% were potentially preventable, and 10% were due to pre-hospital airway issues [16] . Uncontrolled haemorrhage from extremity injury has repeatedly been shown to be a prime preventable cause of death in conflict [19] . The lessons learned in Iraq and elsewhere by the US military confirm that the effective management of catastrophic haemorrhage must take priority in the field. Pre-hospital management of catastrophic haemorrhage must therefore take priority over airway management [20] , and this is emphasised by current UK DMS clinical doctrine [21, 22] and equipment scales in the UK military. This diverges from the traditional civilian doctrine of Airway -Breathing -Circulation [23] but nevertheless this underlying principle supports the change in paradigm by the UK armed forces to <C> ABC, where <C> dictates the control of catastrophic haemorrhage before attending to ABC. Equally, this US data shows that whilst attending to compressible haemorrhage will save many lives, a significant number of casualties will benefit from basic and advanced airway intervention alone. It could be argued that the greatest good for the greatest number of patients during conflict will be achieved by focusing on the management of compressible haemorrhage rather than advanced airway intervention for instance, and that the skills of a critical care physician are not required to manage compressible haemorrhage. However the potential deployment of blood and blood products with aeromedical teams, and the requirement to apply tourniquets to extremity injuries judiciously, are further reasons to support the inclusion of such a physician. Additionally, in complex injuries where non-compressible haemorrhage is present, and surgery offers perhaps the only Wang's prospective observational study [24] suggests that error rates are high with ALS procedures performed by paramedics.
When considering the value of a doctor in the pre-hospital team only one randomised controlled trial (7) directly compared two different compositions of an aeromedical team. One team comprised a Flight Doctor and Flight Paramedic; the other a Flight Nurse and Flight Paramedic. This study, and the review by Garner [8] support the integration of a critical care doctor within a helicopter emergency medical service (HEMS) aeromedical crew.
Grissom [9] , Hetz [10] and the work by 16 CS Med Regt [4] all support the inclusion of a doctor with critical care skills in military primary retrieval (incident site to receiving medical facility) and secondary retrieval (inter-medical facility transfer) operations. These papers describe the essential role of critical care doctors (usually intensivists or emergency doctors) in the aeromedical evacuation of unstable or undifferentiated patients, often requiring anaesthesia and ventilation, over long distances.
The value of the pre-hospital doctor is inherent in his / her ability to perform advanced or critical care interventions such as rapid sequence induction of anaesthesia (RSI), controlled ventilation and tube thoracostomy. This added value also resides in his / her ability to contribute to the command and control of the pre-hospital response, for instance in major incidents where complex triage decisions may be required, and limited resources need to be managed optimally [4, 6, 7, 8, 9, 10, 11, 12, 13] . Currently in the UK Defence Medical Services (DMS) these skills reside predominantly in the anaesthetic, intensive care and emergency medicine cadres. Clearly these doctors now have a role in the coordinated prehospital response to major injury incurred during military operations.
Evidence to support pre-hospital critical care interventions for time-critical injury
Time-critical injury is a term that relates to injuries where there is a predictably poor outcome without early definitive intervention. Some definitive interventions are achievable in the pre-hospital setting (eg endotracheal intubation, decompression of tension pneumothorax) whereas others will require hospital-based skills (eg surgery for non-compressible haemorrhage). The questions considered in this review overlap with those around the benefits of pre-hospital critical care in the urban versus rural setting, and when evacuation time-lines are protracted. It is unrealistic to view these issues independently.
The proximity of the incident site (point of wounding) to the location where definitive resuscitation may take place, is a function of both distance and circumstance. The key consideration is the evacuation time: usually this is fast in the urban environment but invariably prolonged in the rural and
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Garner 2004 (Aust) [8] Reinforces the role for ALS provision in the forward tactical situation. Critical care rather than surgery in the forward situation is applicable to more cases of potentially salvageable KIA. definitive treatment, the fact that this is recognised in the field and that initial resuscitation manouvres have been completed (including perhaps RSI and ventilation), may indeed speed the passage of the patient to the operating room and thus enhance his chances of survival. When considering the clinical question of blunt versus penetrating trauma requiring critical care intervention prehospital, there is a distinct lack of evidence in the literature. The vast majority of civilian trauma considered in the published literature considers blunt trauma. Further research is required to clarify this clinical question, and perhaps the current operational environment will enable research to be completed that compliments the data for blunt trauma.

Summary
The evidence supports the current UK military aim to man the MERT with a doctor when attending the most seriously injured casualties if logistically possible. Critical care interventions prehospital are beneficial in situations of prolonged evacuation times or in patients with severe brain or chest injury. Deployment of MERT will always be constrained by tactical and logistical considerations so adherence to the principles of <C> ABC remains paramount for first responders.
